Benign prostatic hyperplasia develops in almost all males over the age of 40, although only one in 10 will require prostatectomy for obstructive symptoms. The enlarged prostate rarely weighs more than 150g. We report a case where the excised gland weighed in excess of 1 kg.
Case report
A 55-year-old male Caucasian developed gradual abdominal distension over a period of several months. An episode of gastroenteritis led to the discovery of a large, firm swelling in the lower abdomen and a referral to a general surgeon. Barium enema showed displacement and extrinsic compression of the sigmoid colon by a large soft tissue mass within the pelvis and lower abdomen. Ultrasound indicated a solid lesion with a mixed echo pattern.
At laparotomy the mass was seen to be arising from within the pelvis and appeared to be extraperitoneal. Frozen section biopsy suggested a prostatic lesion that was possibly neoplastic. No further procedure Was undertaken and postoperatively a urological opinion was sought.
Intravenous urography subsequently showed partial obstruction of the lower ureters and computerized tomography demonstrated a well encapsulated mass pressing the bladder and not clearly separate from its posterior wall ( Figure 1 ).There was no detectable pelvic or para-aortic lymphadenopathy. Examination under anaesthesia revealed a huge, mobile mass arising from the pelvis, but it proved impossible At a second laparotomy, the mass was seen arising from the region of the prostate and was displacing the bladder. The lesion was dissected and gradually mobilized from the posterior bladder wall with difficulty due to the limited access caused by its size. Heavy bleeding was encountered only after the lesion was removed.
The excised mass weighed 1058g and consisted almost exclusively of median lobe of the prostate. Sectioning revealed multiple cystically dilated glands ( Figure 2 ) and histological examination confirmed features of benign prostatic hyperplasia affecting both the glandular and stromal components of the organ. The adjacent seminal vesicles were normal. The initial postoperative course was satisfactory but at 11 days a urinary fistula developed due to leakage from the posterior part of the prostatic urethra. Drainage of pelvic and wound abscesses was required but the urinary fistula closed spontaneously after 8 weeks. Since then the patient has remained well and has no urinary symptoms.
Discussion
Thanormal prostate, excluding hyperplastic foci, weighs between 7 and 16 g'. Most patients undergoing surgery for bladder outflow obstruction due to benign prostatic hyperplasia have glands which weigh less than 100 g, enabling the prostate to be removed transurethrally in virtually all cases. A few patients require open surgery for larger glands, but benign prostatic enlargement greater than 200g is unusual.
Wadstein' reported the piecemeal removal of a prostate weighing 705 g in an 80-year-old man presenting with acute retention of urine. Gilbert.' and Nelson" reported 2 similar cases in which the prostates weighed 713 and 720 g respectively. All 3 patients made a successful recovery. The largest hyperplastic prostate on record was reported by Ockerblad'': this gland was enucleated transvesically and weighed 820 g. The patient died 5 days later.
In the present case, the excised prostate is the heaviest recorded due to benign hyperplasia. Unlike previous reports of massive prostatic enlargement, the patient was relatively young and complained of no urinary symptoms. An objective urine flow rate was also within normal limits.
The aetiology of benign prostatic hyperplasia is unknown although hormonal influences are likely to be involved. It does not occur following castration, and it has been suggested that dihydrotestosterone accumulates within the prostate, acting as a hormonal mediator for growth of the hyperplastic tissue which commences in the periurethral region of the gland":", Reiter's disease is a multi-system disorder which commonly affects. the joints, conjunctivae and uroepithelium 1• A previously undescribed complication is presented: Reiter's disease affecting a urachal remnant.
Case report
A 55-year-old male Caucasian had been diagnosed as having Reiter's disease three years previously, when, following a urethral gonococcal infection, he developed conjunctivitis and arthritis. He had suffered from several attacks of Reiter's disease prior to this admission. On this occasion he presented with a painful, discharging umbilicus of 15 days' duration. He also complained of intermittent urethral discharge, low back pain and arthralgia affecting his right knee, right wrist, and left 5th metacarpophalangeal joint. These joints were clinically normal. Abdominal examination was unremarkable except for a nodular protrusion of the umbilicus 1 em in diameter. From this lesion, 20-30 ml of foul-smelling green liquid were discharged per day. Biochemical analysis of this fluid demonstrated that it was not/urine. It contained a mixture of skin saprophytes with pus cells. A midstream specimen of urine and an intravenous pyelogram revealed no abnormality. His erythrocyte sedimentation rate was 28. His tissue type was tested for HLA B27 but this was negative".
The umbilical lesion was surgically excised with a tract of tissue extending to the dome of the bladder.
